Improving capacity in ethnicity and health research: report of a tailored programme for NHS Public Health practitioners by Salway, S. et al.
Improving capacity in ethnicity and health
research: report of a tailored programme for
NHS Public Health practitioners
Sarah Salway1, Hilary Piercy2, Punita Chowbey3, Louise Brewins4 and Permjeet Dhoot5
1Professor of Public Health, Centre for Health and Social Care Research, Sheffield Hallam University, Sheffield, UK
2Senior Lecturer in Nursing, Faculty of Health & Wellbeing, Sheffield Hallam University, Sheffield, UK
3Research Fellow, Centre for Health and Social Care Research, Sheffield Hallam University, Sheffield, UK
4Public Health Specialist, Public Health Directorate, NHS Sheffield, Sheffield, UK
5Public Health Lead for Equality and Diversity, Public Health Directorate, NHS Sheffield, Sheffield, UK
Aim: To determine whether an intervention designed to enhance research capacity
among commissioners in the area of ethnicity and health was feasible and impactful,
and to identify programme elements that might usefully be replicated elsewhere.
Background: How healthcare commissioners should be equipped to understand and
address multiethnic needs has received little attention to-date. Being able to mobilise
and apply evidence is a central element of the commissioning process that requires
development. Researching ethnicity and health is widely recognised as challenging
and several prior interventions have aimed to enhance competence in this area. These
have, however, predominantly taken place in North America and have not been
evaluated in detail. Methods: An innovative research capacity development pro-
gramme was delivered to public health staff within a large healthcare commissioning
organisation in England. Evaluation methodology drew on ‘pluralistic’ evaluation
principles and included formative and summative elements. Participant evaluation
forms gave immediate feedback during the programme. Participants also provided
feedback at two weeks and 12 months after the programme ended. In addition, one
participant and one facilitator provided reflective accounts of the programme’s
strengths and weaknesses, and programme impact was traced through ongoing
partnership work. Findings: The programme was well received and had a tangible impact
on knowledge, confidence and practice for most participants. Factors important to success
included: embedding learning within the participants’ work context; ensuring a balance
between theory and practical tips to enhance confidence; and having sustained interaction
between trainers and participants. Despite positive signs, the challenging nature of the
topic was highlighted, as were wider structural and cultural factors that impede progress in
this area. Although it is unrealistic to expect such programmes to have a major impact on
commissioning practices, they may well make an important contribution to raising the
confidence and competence of staff to undertake work in this area.
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Introduction and background
Health policy and practice directives in England
over several decades have repeatedly acknow-
ledged the need to understand and tackle ethnic
health inequalities (Kingsley and Parwar, 2002;
DH, 2010a). However, progress to-date has been
slow and persistent inequalities in service satis-
faction and health outcomes remain, particularly
for some minority ethnic groups (Nazroo, 1997;
Gill et al., 2007; DH, 2009a). Significant improve-
ment for black and minority ethnic populations is
in part hampered by the limited generation and
application of high-quality research evidence to
the commissioning, design and delivery of health
services. Much health research in England con-
tinues to exclude participants from minority ethnic
groups and/or fails to give considered attention to
ethnicity within analyses (Hussain-Gambles, 2003;
Oakley, 2006). There are also concerns regarding
the quality of research that is carried out in this
area (Ellison, 2005; Gunaratnam, 2007). Past
research has been critiqued on a range of grounds
including, among others: the use of outdated,
inappropriate conceptual models that present
ethnic ‘groups’ as stable, discrete entities; a failure
to research issues that are of concern to minority
ethnic people; a lack of cultural sensitivity in
research practice; and inattention to broader
social, historical and political dimensions (Salway
and Ellison, 2010). It is increasingly recognised
that those who commission, conduct or use
research on ethnicity and health require support to
gain the necessary ‘cultural competence’ to navi-
gate the theoretical, methodological and practical
complexities that arise (Papadopoulos and Lees,
2002; Bhopal, 2009).
Such concerns are not restricted to the United
Kingdom and have received particular attention
in North America (see for instance, Kaufman
and Cooper, 2001; Krieger, 2005; Drevdahl et al.,
2006). A variety of responses have ensued includ-
ing the development of research guidelines and
principles (McKenzie and Crowcroft, 1996; Patel,
1999; Mir et al., 2012) and interventions to enhance
research skills of various health professionals,
particularly nurses. For example, in the United
States a number of initiatives, including mentoring
programmes, have aimed to increase the ethnic
diversity of the health research workforce, and
thereby the volume of culturally competent
research (Goeppinger et al., 2009; Jeste et al.,
2009; Yanagihara et al., 2009). Other initiatives
have involved the design and delivery of specialist
research training (Kirmayer et al., 2008; Deatrick
et al., 2009).
In the English context, staff involved in the
commissioning of health services stand out as a
group for whom such research capacity develop-
ment initiatives are particularly relevant. Recent
policy developments and NHS (National Health
Service) reforms create new expectations of
evidence-driven healthcare commissioning for
all (DH, 2004; 2007; 2009b; 2010a). In addition,
although commissioning structures are currently
undergoing radical change, the new Coalition
Government has reiterated a belief that ‘research
evidence is vital in providing the new knowledge
needed to improve health outcomes and tackle
inequalities’ (DH, 2010b: 24). The role of public
health practitioners in the commissioning cycle,
via: profiling local health needs; undertaking
special studies; and synthesising wider research
evidence, has also gained importance (PHCN
(Public Health Commissioning Network), 2009).
The recent White Paper aspires to a public health
that works closely with the new commissioning
structures ‘to support and encourage GP consortia
to maximise their impact on population health and
reducing health inequalities’ (DH, 2010c: 62). Thus,
public health practitioners will continue to work
alongside clinical commissioners making a key
contribution to healthcare commissioning decisions
and therefore represent an important workforce
requiring the skills and confidence to generate,
mobilise and apply research evidence on ethnicity
and health.
However, unlike the examples cited above
from other health disciplines, we found no pub-
lished evidence of interventions designed to
enhance public health professionals’ confidence
and competence in this area of research either
in the United Kingdom or overseas. Therefore,
outstanding questions remain regarding how best
to develop capacity in this area. The present
paper begins to address these important questions
by reporting on an innovative five month research
capacity development programme that was
delivered to a group of specialist public health
staff working within a large citywide healthcare
commissioning organisation (Primary Care Trust,
PCT) in England in 2009. Evaluation was an
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integral component of the programme; designed
to support the consolidation of participant
learning and its application to practice as well as
to understand the process and outcomes of the
intervention. The present paper aims to identify
elements of learning – relating to the content,
form, organisation and wider context of the pro-
gramme – that might inform similar interventions
in other settings.
Programme description
The programme idea was developed in partner-
ship by university researchers and public health
managers based in the PCT. PCT staff recognised
the need for increased capacity among public
health staff to generate, mobilise and apply
evidence in the context of commissioning for
an increasingly, ethnically diverse population.
The university researchers were motivated by a
desire to transfer their expertise in the area
of researching ethnicity and health and more
generally to seek ways of bridging the research-
to-practice gap. As such, both partners saw value
in undertaking a joint programme of capacity
development for PCT public health staff and
worked together to prepare a successful applica-
tion to the Trent Research and Development
Support Unit for around £14,000. The higher goal
of the programme was to contribute to greater
equity in healthcare experiences and outcomes
within the city.
The programme included 10 participants volun-
tarily recruited from the public health directorate by
open invitation. A baseline self-completion ques-
tionnaire revealed significant heterogeneity in terms
of generic research training, skills and current roles,
as well as in the levels of reported knowledge and
experience in the area of ethnic diversity and
inequality. Importantly though, all participants
recognised the need to further enhance their
confidence and competence in this area and none
felt themselves to be experienced in researching
ethnicity and health. In response to an open-ended
question, participants reported their ethnicity as:
Indian (1), British-born Indian (1), White British (6),
White (1) and African-Caribbean (1). Facilitators
self-identified as White English (1), British Indian
(1), Black African (Somali) (1), Indian (1) and
White British (2).
Overall programme design was influenced by
existing evidence relating to three main sets of
factors: (i) those that contribute to the inadequate
attention to ethnicity in UK health research,
monitoring and evaluation, (ii) those that under-
mine race equality work more generally in NHS
organisations and (iii) those that support effective
adult learning.
Prior work suggests that a range of factors act
to discourage attention to ethnicity in health
research including: a lack of awareness of the
potential significance of ethnicity; a tendency to
consider ethnicity as a specialist area of investi-
gation; intentional exclusion of minority ethnic
individuals on the grounds of added cost and
complexity; and a lack of researcher confidence
and skills to engage with individuals and com-
munities that are labelled as ‘hard-to-reach’
(Salway and Ellison, 2010). At the same time,
evidence indicates that NHS organisations have
often been slow to embed attention to race
equality within their work, and that where service
design and development has engaged with ethnic
diversity the tendency to employ poor conceptual
models and partial understanding can result
in inappropriate responses (Culley and Dyson,
2001). This context suggested the need for the
programme to equip participants with the infor-
mation and confidence to argue the case for
greater attention to ethnicity within their orga-
nisation, as well as increase their awareness of the
need for such work to be carefully framed. At
the same time, there was a concern not to dis-
empower or discourage participants by presenting
the task as overly difficult and risky. Drawing on
pedagogical approaches that seek to facilitate
individual and organisational transformational
learning (Mezirow, 1981; Baumgartner, 2001),
suggested the programme should embed inter-
active sessions and action learning approaches to
provide opportunities for engagement with the
theoretical aspects of the topic and critical
reflection on its applicability to the participants’
organisational context (Revans, 1982; Marquardt
and Waddill, 2006). In terms of programme con-
tent, this backdrop suggested the importance of
engaging with conceptual debates regarding the
nature of ethnicity and the wider socio-political
context within which knowledge is generated, as
well as methodological and practical issues
involved in research design.
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The programme’s specific objectives were:
1) To equip participants with theoretical, methodo-
logical and practical expertise to commission,
undertake and/or apply health-related research
that:
> contributes to an evidence base reflecting
the ethnic diversity of the population;
> furthers understanding of the links between
ethnicity and health experiences and out-
comes;
> is inclusive of minority ethnic individuals;
> challenges exclusionary and oppressive
practices and structures.
2) To increase participants’ confidence and com-
petence to develop research proposals and
submit for external funding.
The programme consisted of two elements:
(i) five one day workshops facilitated by a team
of researchers and held at the university and
(ii) a series of associated learning set activities, with
participants expected to devote two days per
month over the five-month period. Programme
content was given coherence by mirroring the
stages of work that take place in formulating a
research project namely: conceptualisation and
finding a focus; literature reviewing and identifying
knowledge gaps; engaging with patients, the public
and communities; identifying appropriate metho-
dology and methods; and designing knowledge
translation/dissemination activities. All workshops
employed a mix of presentations, individual and
group exercises, and open discussion.
Workshop one provided a theoretical basis for
the programme, examining theories of race, eth-
nicity and racism(s) and the operationalisation of
related concepts in research. We examined the
current state of research evidence relating to
ethnicity and health in England, raising for dis-
cussion factors shaping the research agenda and
adequacy of research approaches.
Workshop two focused on the task of accessing
and appraising quantitative and qualitative
research evidence relating to ethnicity and health.
It provided participants with practical tips – such
as using NHS Evidence: Ethnicity & Health and
the minority-ethnic-health jiscmail list – and
engaged participants in reflection on the estab-
lished hierarchy of evidence and its adequacy and
ways of gaining meaningful involvement of
patients and the public.
Workshops three and four explored quantitative
and qualitative approaches to researching the
links between ethnicity and health, respectively.
Strengths and weaknesses of alternative approaches
were highlighted as well as common challenges
that pervade all research methodologies, including:
the advantages and limitations of working with
fixed ethnic categories and issues in cross-language
and cross-cultural working.
Workshop five focused on knowledge transla-
tion (or knowledge-into-action) approaches and
explored individual and organisational ‘readiness’
to apply these approaches in support of efforts to
tackle ethnic health inequalities.
To complement the workshops, three action
learning sets (each with 3–4 members) were
established at the beginning of the programme and
were expected to operate independently, meeting
five times between the workshops. The sets were
required to identify a collective work-based pro-
blem amenable to the development of a research
question and to work towards developing a viable
proposal for a research project. Structured activ-
ities were designed by the university researchers
and PCT managers to optimise consolidation of
workshop learning and to facilitate application to
the organisational setting. A key component was
the planning and undertaking of a community
consultation exercise to inform research proposal
development.
Experience and impact of the
programme
Evaluation approach
The adequacy and appropriateness of randomised
experimental approaches to evaluating complex
interventions is increasingly questioned within the
health arena (Milne et al., 2004). A variety of
alternative evaluation methodologies have been
developing over the past 25 years, many of which
focus on exploring the process and context of
interventions in order to understand how and why
particular effects ensue (see for instance, Nolan and
Grant, 1993; Pawson and Tilley, 1997; Campbell
et al., 2000; Judge and Mackenzie, 2002). Our
approach to the present evaluation drew particu-
larly on ‘pluralistic’ evaluation principles (Smith and
Cantley, 1985; 1988), in which there is attention to
process and situational factors that may produce
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unintended consequences, and recognition that
stakeholders may hold contrasting understandings
of desirable outcomes. Pluralistic evaluations tend
to draw on varied data sources and to listen to the
perspectives of those directly affected by the inter-
vention; they have proved useful in evaluating
health professional capacity development interven-
tions (Gerrish, 2001). Our approach included both
formative and summative elements. Completion of
evaluation forms at the end of each workshop
allowed participants’ reflection on how the pro-
gramme was experienced, its structure and content,
and also required participants to identify personal
learning and intended follow-up actions. This
immediate feedback enabled facilitators to modify
subsequent workshops as required. For instance,
early feedback identified that some material was
too technical/wordy and subsequent readings were
therefore selected more carefully.
Two weeks after the final workshop, all 10
participants completed an evaluation ques-
tionnaire by email, which included both struc-
tured and open-ended items. Participants were
asked to reflect on the programme’s impact on
their knowledge, understanding and working
practice. In addition, one participant and one
facilitator were asked to provide a frank, reflect-
ive account of the programme’s strengths and
weaknesses soon after the programme.
Ongoing partnership work in the months
following the programme also allowed us to trace
its impact over time in an informal way, particu-
larly in terms of whether new pieces of research
came to fruition. Finally, 12 months after the
final workshop we re-contacted participants by
email to ask whether they had: taken the pro-
gramme learning into any aspects of their work
and/or shared learning with colleagues; and
whether any factors had supported or hindered
the knowledge-into-practice process. Seven partici-
pants responded.
Participation
All participants attended at least three work-
shops and five of the ten participants attended all
five. Participation in the learning set activities was
more problematic. The first three included eight
participants, but participation dropped off sub-
stantially for the last two – largely due to other
work pressures – and only two participants from
one set completed all five activities. As these
activities had been structured to build incremen-
tally from one activity to the next, low partici-
pation impacted negatively on their outcome.
Impact on knowledge and confidence
Post-workshop evaluation forms indicated that
all participants could identify clear learning points
from the day’s activities. In just one case did one
participant indicate that a workshop – Workshop
Three on quantitative methods – covered material
with which s/he was already thoroughly familiar.
Many of the learning points identified related
to ways in which participants’ prior assumptions
had been challenged or their conceptual under-
standing increased.
The flexible, contingent and contested nature
of ethnic labels is far greater than I realised
(comment after workshop 1).
It helped me to explore my own assumptions
about race and ethnicity (comment after
workshop 4).
Table 1 summarises the responses to a series of
statements included in the two-week evaluation
questionnaire about the understanding gained
through the course. All respondents reported new
understanding across several areas of research
practice, with nine out of ten reporting better
understanding of theoretical concepts. One partici-
pant reported that s/he was already familiar
with much of the programme content, though this
participant attended only three of the workshops.
Open-ended responses indicated some variability
in terms of the aspects of new knowledge that were
most salient or challenging to participants, a
reflection of the different backgrounds of partici-
pants. In particular, the quantitative element of
the programme was unproblematic for some but
challenging for those less confident in handling
numeric data. The critical reflection provided by
one of the facilitators also highlighted the mixed
experience and ability of the group and the asso-
ciated challenges of ensuring all participants were
gaining new knowledge at an appropriate pace.
Notwithstanding this variation, the two-week
evaluation open-ended responses again revealed
that improved conceptual understanding was
salient for several participants. Respondents
found the theoretical debates about the nature of
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ethnicity, how it can be operationalised and how
the links between ethnicity and health outcomes
can be understood, to be relevant and important.
It has raised my awareness of how health
inequities can be exacerbated even by attempts
to address them. It has therefore highlighted
the need for an informed and circumspect
approach to addressing the health inequities of
all marginalised groups, including those from
diverse ethnic backgrounds.
My view of health and ethnicity has broa-
dened, not looking at ethnicity alone but also
deprivation and socioeconomic status and
how services are designed and commissioned
appropriately or effectively to meet the needs
of users.
Participants also identified some of the more
practical aspects of the programme as providing
them with important new knowledge, such as
greater awareness of the available literature,
its location and the means by which to access
it. Reflective accounts from both the facilitator
and the participant suggested that the balance
between theoretical content and practical ‘tips
and tools’ was important; highlighting complexity
and the need for reflexivity, while also generating
a constructive atmosphere and concrete ideas for
improved practice.
The programme was both revealing and
meaningful in so far that it uncovered many
misconceptions and gaps in the evidence base
whilst offering practical solutions that I would
not necessarily have considered previously.
Participants were also asked to rank statements
relating to their improved understanding of their
own organisational context. In comparison with
learning related to the research process, fewer
participants reported increased understanding of
the current situation, opportunities or barriers that
exist within their own organisation (Table 1). This
limited impact relates, at least in part, to the poor
participation in the learning set activities that
were intended to provide the vehicle for relating
the relatively abstract workshop material to the
real-life context of the participants’ organisational
Table 1 Participants’ reports of enhanced understanding and confidence (self-completion email evaluation
questionnaire at two weeks)
Statement (as worded on the questionnaire) ‘Agree’ or ‘Strongly agree’
(n 5 10)
I have a better understanding of:
The theoretical concepts underpinning ethnicity and health research 9
The existing ethnicity and health research evidence base 8
The links between race/ethnicity and health experiences and outcomes 8
Methodology approaches appropriate to ethnicity and health research
and their relative merits and limitations
8
Operational issues associated with conducting ethnicity and health research 9
Ethical issues associated with conducting ethnicity and health research 8
The current situation and status of ethnicity and health research in my organisation 5
Opportunities for implementation of work around ethnic inequalities in health and
healthcare in my organisation
5
Barriers to implementation of work around ethnic inequalities in health
and healthcare in my organisation
5
I feel more confident:
About embedding ethnicity and health research into my role 7
To commission research, monitoring and evaluation activities that address issues
of ethnicity and health
7
To undertake research, monitoring and evaluation activities that address issues of
ethnicity and health
6
Question (as worded on the questionnaire) ‘Yes’
Has the programme had any impact on the way that you understand
or think about ethnic inequalities in health?
10
As a result of the programme, have you, or are you intending to, implement any
changes to your practice in relation to ethnic inequalities in health?
8
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culture and structures. Clearly this raises important
questions regarding the likely impact of the pro-
gramme on participants’ working practices since
effective generation and application of research
evidence to inform commissioning action requires
an understanding of organisational culture and
context, as well as research expertise.
Participants were also asked to rank statements
about their increased confidence and to comment
on whether the programme had influenced ‘the
way that you view health and ethnicity research
(for instance; its importance or relevance to your
work)’. Most, but not all, participants reported
enhanced confidence and motivation to embed
attention to ethnicity and health research into their
role, to commission and to undertake research
in this area.
This was already important to me. But it
supports my approaches and gave me more
confidence, back-up, with the wealth of
information out there.
The programme has influenced how I view
health and ethnicity and made me realise
how important it is in public health and
health promotion work.
It is important to note, however, that some
participants were less confident. The facilitator’s
reflection highlighted how participant confidence
could be undermined by the perceived external
barriers to progress in this area and suggests
strategies that help create a more optimistic
ambience including drawing on the diversity and
personal narratives within the group as well as
existing strengths and elements of good practice
within the organisation. Nevertheless, some
respondents were uncertain about taking learning
into their work.
My understanding has improved but I would
still be facing barriers in respect of colleagues
and other staff members understanding and
taking on board ethnic inequalities in health.
Impact on practice
Responses to the post-workshop questionnaires
illustrated that participants were able to identify
concrete follow-up actions linked to each workshop
such as: finding out more about current practices
within the organisation (eg, exploring whether or
not ethnicity data were being collected in a parti-
cular service); revisiting recent work to examine
whether and how ethnicity was considered; and
trying out new tools that had been introduced.
In the questionnaire administered two weeks
after the end of the programme, just one respondent
answered ‘no’ to the direct question on whether
they had, or intended to, implement any changes
to their practice as a result of the programme,
while another was ‘unsure’. Unfortunately, neither
respondent offered more detail on their form as to
why they had not taken action. Both did, however,
report that the programme had met their expect-
ations and had resulted in new understanding,
and that they would recommend it to others if it
were to run again. Nevertheless, most respondents
identified changes that they had implemented or
were planning to implement. In some instances,
these were broad and relatively non-specific, such as
an increased commitment to take action on the
reduction of ethnic health inequalities. Others
were more specific. Participants reported that
the programme had influenced the development of
strategic documents such as the joint strategic needs
assessment (JSNA). Another participant reported
routinely using some of the tips and tools presented
in the workshops as well as sharing these with
colleagues. Some also identified ways in which they
would seek to apply their learning in the future,
for instance one participant expressed the intention
to instigate work on the development of a cultural
competency framework. Notwithstanding these
important initiatives, several participants expressed
awareness of the wider challenges, or what one
respondent referred to as the ‘practicalities of
embedding the concepts into organisational culture.’
In terms of the learning set work, by two weeks
after the programme one of the three learning sets
had made substantial progress towards developing
a concrete research proposal, with clearly identified
research questions and a plan of action for taking
the work forward. It proved difficult for the other
learning sets to make similar progress. In part this
was because other work commitments (including
the swine flu epidemic) impacted upon participa-
tion levels. In addition, these two learning sets were
slower to identify a clear and manageable focus for
a research project. Nevertheless, these learning set
activities were popular and generated ideas that
may be taken forward beyond the programme as
highlighted by the participant’s reflection.
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A year on from the programme, the research
proposal identified by one of the learning sets had
resulted in completion of a successful piece of pilot
research work exploring the experiences of, and
barriers to, revascularisation among Pakistani
women with coronary heart disease. Furthermore,
the seven email evaluation responses received
indicated that all had been or were engaged in new
work with a focus on minority ethnic populations.
I have attempted to consider the complexities
of meeting the needs of BME communities in
the work programmes being developed for
weight management services – specifically
asking for BME segmentation in two pieces of
social marketing work that I’m commissioning.
Participants also mentioned other, less tangible,
lasting effects including greater awareness and
interest in the topic area, as well as increased
confidence to take the lead on work addressing
ethnic diversity and inequality.
I have taken a lot more notice of the ethnicity
and health research literature since the
programme because I am interested in
knowing more.
As a result of this work, I feel I have been
able to engage colleagues in conversations
that have been productive and have led to
work in the PCT aimed at reducing ethnic
health inequalities.
Despite a common sense that the programme
had had a significant impact on practice, several
respondents felt that work in the area was
hampered by competing priorities and lack of
resources. Some also expressed frustration at the
lack of strong leadership within the organisation
to give serious attention to ethnic inequalities.
[There is] a continued lack of support at a
senior management level to ‘push the
boundaries’ and challenge current practice in
order to support the work around health
inequalities and BME issues.
Overall experience
The findings across the evaluation indicated
that this was a successful and enjoyable pro-
gramme, assessed by the participants as valuable
and highly applicable to practice. For some, the
most interesting elements were the theoretical
aspects of the programme, the opportunity to
examine concepts, the existing evidence base and
the translation of that evidence into practice. For
others, it was the opportunity to learn alongside
colleagues, to engage in a range of tasks and
activities in the workshops and the learning sets
and through this to generate ideas and identify
creative approaches to addressing ethnic health
inequality issues. Participants did identify some
challenges related to the programme, the most
salient of which was the large time commitment
(10 days over five months) and the difficulty
of putting other work to one side. Similarly,
suggestions for improvement to the programme
largely related to time and capacity issues. Nine
participants said that they would recommend the
programme to colleagues if it were offered again
(with one respondent not answering this section
of the questionnaire).
Discussion
Before drawing conclusions it is important to
acknowledge the limitations of the work. Our
evaluation was based primarily on participants’
own reports, rather than on any objective assess-
ment of the extent to which their attitudes or
knowledge had changed over the period of the
intervention. However, the ongoing working
relationships between the researchers and the
PCT staff have allowed us to identify together the
programme impact. Nevertheless, in assessing
impact we have largely looked for evidence of
increased ethnicity research and related activity,
rather than exploring the quality of that activity
or the extent to which it is adequately informed
by the conceptual and methodological under-
standing that the programme aimed to impart.
Notwithstanding these limitations, the experience
of initiating, designing and conducting this devel-
opment programme indicates that public health
professionals are receptive to the idea of enhancing
capacity in the area of ethnicity and health research.
This reflected the growing importance of evidence-
based public health contributions to commissioning
on the one hand, and the increasing ethnic diver-
sity of the city’s population on the other. It is
increasingly recognised that the ability to generate,
appraise and apply research evidence, alongside
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other forms of knowledge, is a core skill for public
health professionals and other staff who contribute
to the commissioning of health services for multi-
ethnic populations.
The evaluation of the programme suggests that
the content was by-and-large appropriate and
well received. It was particularly encouraging to
find that participants were interested in, and saw
the value of, engaging with conceptual issues
as well as more practical aspects of research
design. A majority of participants felt that their
understandings of ethnicity and ethnic health
inequalities had developed importantly and that
this conceptual knowledge had increased their
confidence to engage with these issues, confirming
the importance of the programme’s focus on
theory as well as methods. Exercises that were
based on local data and participants’ own working
context were effective, as were individual and
group exercises that drew on the strengths and
experiences within the group. The topic area was
recognised by all as theoretically and politically
challenging, making it important to create a
positive environment for learning and develop-
ment. There were parallels in the findings with the
work by Joe Kai et al. that has highlighted the way
in which healthcare professionals can become
apprehensive leading to inertia and poor care
when dealing with minority ethnic patients (Kai
et al., 2007). The extended and supportive nature
of the programme, and the identification of con-
crete actions to move forward with the agenda,
seemed to be important in counteracting feelings
of uncertainty and disempowerment.
Regarding organisation, some simple measures
were helpful including: holding workshops away
from the participants’ usual work location; pro-
viding reading materials well in advance of
workshops; involving participants in the ongoing
appraisal and shaping of workshop content; and
conducting the programme over a period of
several months, allowing time for reflection.
However, some aspects could be improved. In
particular, participants struggled to devote time
to the learning set activities that were reliant
upon the group organising and maintaining a
schedule independent of the researchers. This
finding might suggest that an alternative approach
to delivering experiential aspects of the training
is warranted such as individual problem-based
learning activities or shadowing opportunities.
However, the learning set activities were highly
valued by participants and presented an important
opportunity for collective reflection on organisa-
tional supports and obstacles to greater attention to
ethnicity. To enhance participation it seems likely
that such activities should also be scheduled
in advance to take place outside the workplace
like the facilitated workshops. Delivering the
programme to a group of staff from the same
directorate within one PCT had both advantages
and disadvantages. Participants clearly appreciated
the opportunity to spend extended periods of
protected time working through important issues
with colleagues and found benefit in collective
learning as opposed to one or two individuals
gaining new knowledge, which would then be
difficult to convey to other colleagues. On the other
hand, delivering the training to a group of colle-
agues was made difficult by some participants’
tendency to get side-tracked into important but
unrelated discussions at times (perhaps reflecting
the limited time they had during the normal
working day to debate organisational issues).
The evaluation data presented above suggest
that all participants felt they had gained signifi-
cant new knowledge and that most had planned
or already initiated changes to practice as a
result of the programme, including inputs to key
strategic documents and initiation of new
research work. Most participants reported greater
confidence to address issues of ethnic diversity
and inequality in their work, and to commission
and undertake research in this area. As noted
above, a concrete outcome of the programme was
a small-scale funded study, the findings from
which had been shared with commissioners at
regional level and resulted in a paper submitted
for publication. These findings are encouraging
and there is clearly the potential for such pro-
grammes to contribute to better commissioning of
health services for minority ethnic communities.
However, positive change is not assured and
challenges of embedding new concepts into the
organisational culture and practices, and particu-
larly the difficulties of working with colleagues,
who have not acquired the same degree of under-
standing or commitment, were highlighted by
participants. It is worth noting that no consultant
level staff participated on the programme,
meaning that most participants would continue to
work to a senior manager who had not undergone
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the same programme of learning. With hindsight,
it would likely have been useful to include a half-
day synopsis session with these senior managers
to enhance their ‘buy in’ and optimise translation
of learning into practice. Furthermore, while
participants reported sharing their new knowl-
edge with colleagues informally, it might have
been useful to build into the programme a more
formal process through which participants could
pass on their learning to the wider group of staff
across the organisation.
Opportunities for refresher training were also
felt to be important by most participants but were
beyond the scope of the programme. Refreshers
might help to maintain both momentum and also
conceptual clarity and critical reflexivity when
operating within an organisational context that
does not routinely promote this area of work.
In the absence of formal refresher sessions, a
number of factors do seem to have supported the
sustained impact of the current programme,
including: the commitment of many of the parti-
cipants to the core programme aims and the
continued partnership working between the PCT
staff and the university researchers supported
by other initiatives, notably the Collaboration
for Leadership in Applied Research and Care
for South Yorkshire (CLAHRC-SY), which
has enabled frequent interaction and funded a
number of small related projects.
In summary, while it is unrealistic to expect
research capacity development programmes such as
the one described here to have a major impact on
commissioning practices in a short space of time,
there are positive signs that they can make an
important contribution to raising the confidence,
competence and commitment of staff to undertake
work in this area. The current Government appears
to be committed to both evidence-based public
health and a continued attack on health inequal-
ities. It remains to be seen whether the newly
emerging structures will support investment in the
necessary research capacity development initiatives
that are needed to achieve these goals in the con-
text of our multiethnic society.
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